I am not afraid to die. I just don't want to be there when it happens'ÐWoody Allen (1935±) From times of common religious faith to the more secular societies of today, terminal illness and intimations of death have always presented the medical profession with one of its greatest challenges. Yet only recently has a serious attempt been made to focus on how to manage the ®nal months of a distressing disease and, in particular, how to educate doctors in this vitally important aspect of their work. It is frightening to recall how ill prepared my own generation of young doctors were to cope with the problems of patients with terminal illnesses. If they were seen at any length by our chiefs or their junior staff, we were invariably excluded; I can still recall sleepless nights worrying about what I was going to say the next morning to patients who had incurable diseases. Quite early on as a student I began to suspect that most of the pastoral care was being provided by the ward sister, an impression subsequently con®rmed on many occasions. Some years later, when I ran a small unit that treated patients with leukaemia in the days when only very primitive chemotherapy was available, I discovered the value of group meetings with the medical and nursing staff and patients' relatives so that between us we could evolve systems for support. Incidentally, at the same time, it became apparent that some of these patients could have many months of good-quality life if, when they became refractory to chemotherapy, they could be relieved of pain and anxietyÐan experience which is still a main reason for my concern about the euthanasia movement.
Surveys conducted during the post-war period, and following the development of the Marie Curie movement, suggested that patient management in terminal-care homes was, though well meaning, often totally inadequate because of lack of skill and training. It was about this time that Cicely (now Dame Cicely) Saunders, whose experience as a nurse and almoner had motivated her to improve the care of terminally ill patients with cancer, decided to train as a doctor with the speci®c objective of addressing this problem. Within ten years of qualifying she had opened St Christopher's Hospice, dedicated to patient care, research and education. The hospice movement spread rapidly and was undoubtedly one of the major achievements in the past half-century of British medicine. Although still poorly funded by government and heavily reliant on charitable gifts, the movement has brought Dame Cicely's message to the attention of doctors world-wide.
Although it was natural that the hospice movement should focus at ®rst on patients with cancer, Dame Cicely declares in the foreword to Palliative Care for Non-Cancer Patients 1 that it was never her intention to restrict this approach to one particular disease. Rather, she hoped that the experience with cancer, gained in the early days of the movement, would be equally applicable to other forms of terminal illness. The editors, Julia Addington-Hall and Irene Higginson, invited experts in different ®elds of medicine, not all of them directly involved with the hospice movement, to de®ne approaches to the palliation of illnesses within their particular specialties. Certain themes appear regularly enough to suggest that, while the expertise of those trained formally in palliative care may be valuable in many cases (particularly chronic neurological or cardiorespiratory disease and AIDS), specialist knowledge within the individual ®elds may also be important in improving the wellbeing of patients in the terminal stages of illness. Nowhere is this more evident than in the chapter which deals with sickle cell anaemia, where the concept of palliative care is stretched to the extreme. While it is true that the painful crises in this disease require expertise in pain relief, and that a chronic inherited disease which may produce symptoms from early childhood requires knowledgeable psychological support and lifelong advice from a well-informed team, there is much more to it than this. Painful crises need to be dealt with by doctors who have genuine expertise in the management of this condition; such crises may herald much more serious complications in which sickle cells are sequestrated into the lungs, spleen or other organs and it is vital that the patients are treated in a multidisciplinary unit with extensive knowledge and experience in their care.
Indeed, many of the discussions in this book deal with the symptomatic management of patients with longstanding incurable illness, highlighting the fact that there is a grey area in the minds of many doctors and nurses between management of such chronic disease and the kind of care provided by the hospice movement. Clearly, many of the attitudes and skills of the latter are germain to the care of any chronic illness, just as the skills of individual specialties have much to offer patients in the terminal stages of their diseases. But the hospice movement as developed by Cicely Saunders has taught us so much more about the management of terminal illness than good pastoral care and adequate pain relief, and its lessons and attitudes clearly ought to permeate every aspect of clinical practice.
In their summary, the editors get to the heart of the dif®culties of providing palliative care across the whole range of clinical practice. With the increasing age of the population this will become an even greater challenge in the near future. The hospice movement must expand and provide more centres of excellence for the speci®c purpose of setting standards of clinical care, research and education. It must also be integrated increasingly into medical education, at both undergraduate and postgraduate level. And there may be a case for expanding its institutional scope, as has occurred in the case of AIDS, towards other chronic debilitating illnesses. Considering the diversity of skills required and the increasing workload, the care of the terminally ill, and certainly the chronically ill, will for the most part have to remain within individual hospital specialties, the community and the family. The hospice movement should never have been required but, as so wonderfully demonstrated by Cicely Saunders, it most certainly was. Addington-Hall and Higginson have given us much to think about in their wide-ranging discussion of its broader possibilities. The educational role of hospices is now obvious but there is also a desperate need for research in every aspect of the ®eld. With established religions now playing little part in comforting the dying, with our multiracial society expressing many different attitudes to death, with medicine's increasing ability to prolong life, this long-neglected activity of our profession will grow in importance. If the educational endeavour is successful it should be possible, in the longer term, to develop interactive networks between hospital specialists, primary care clinicians, patients' families and the expertise of the hospice movement of a sort that will offer adequate standards of management, care and support for those with incurable disease or the consequences of ageing. That there is an association between insanity and exceptional achievement has often been suggested. Nietzsche observed that`it seems impossible to be an artist without being diseased', whilst J R Nisbet's The Insanity of Genius actually argued`The greater the genius the greater the unsoundness'. Nisbet was enthusiastically cited by William James in his monumental study of religious conversion and innovation, whilst the psychiatrist Henry Maudsley, no romantic aesthete he, wondered`what right have we to believe Nature under any obligation to do her work by means of complete minds only? She may ®nd an incomplete mind a more suitable instrument for a particular purpose'. Maudsley turned against the fashionable Victorian eugenics precisely for this reasonÐthat associated with radical creativity there was often a touch, or more, of frank insanity, and by preventing the latter we might lose the former. Take a list of authors of such a book series as thè Modern Masters': it will be evident that more than the expected total (around 2% of the general population) of these have had a serious psychotic illness; or a ®rst-degree relative who has. And, since Karlsson, we know that the relatives of psychotic Europeans have more than an expected ®gure for achievement in creative pursuits, loosely de®ned.
D J Weatherall
David Horrobin postulates an evolutionary inheritance of schizophrenia to back his theory of the nutritional causation of this illness. His argument? That a mutation in proto-hominids around ®ve million years ago allowed fat to be taken up more ef®ciently by the brain and subcutaneous tissue. The essential fatty acids necessary for optimal brain functioning were to be found in riverine areas (as ®sh, molluscs, insects, reptile eggs, larvae and crustaceans) and became more accessible to us with our useful bipedal gait: we became fat and hairless, and later, bone-marrow eating as we gained a further mutation predisposing us to dyslexia and schizotypy (a schizoid personalityÐperverse, idiosyncratic and individualistic). Further mutations around 100 000 years ago, related to the phospholipase A2 cycle, gave us the potential for bipolar disorder, frank schizophrenia and psychopathy (which are associated in families). And creativity? Frank psychosis was initially avoided by a water-based diet rich in the fatty acids required by the brain, and what were then only attenuated psychoses proved apt to fuel human religion, symbolism and art, as well as giving us rather single-minded leaders and the potential for pastoralism and agriculture and thus a more sedentary lifestyle: which ultimately led to the Industrial Revolution and its diet, now with large quantities of saturated fats but a reduction in the range and amounts of essential fatty acids and other micronutrients. And thence
